FACE INVESTIGATION

SUBJECT: Crew leader crushed when forklift load carrier fallsfrom forklift
SUMMARY:

A 32-year-old male crew |leader (thevictim) died after aforklift load carrier with ashopmade attachment fell from
the forklift as he was passng undernegth it. The victim wasworking with the forklift operator and four other co-
workersin the yard of an asphat equipment manufacturing company where the forklift was being used to lift one
end of alarge dlo. The company had equipped the forklift with a commercialy-manufactured load carrier and
a shopmade bracket fitted with a square pipe. The pipewas placed inddethesilo, then theforkswereraised to
about 12 feet until one end of the sllo was lifted off the ground. The loader operator had shifted the loader to
neutral when the victim started to walk under the load carrier and bracket to measurethe silo. The load carrier
and bracket suddenly fell from the forklift and struck the victim. The co-workers removed the pieces of
equipment from the victim, saw that he was serioudy injured, and cdled for emergency services. He was
transported to the hospital, where he was pronounced dead.

The FACE investigator concluded that, to prevent Smilar occurrences, employers should:

1 use gppropriate equipment, such asacrane, when lifting heavy and massve objects

1 obtain and follow forklift manufacturers recommendations for attaching and using modified equipment
INTRODUCTION:

On April 24, 1995, a 32-year-old lead worker died after aload carrier with a shopmade attachment fell from a
forklift and struck him as he passed under the carrier. The Wisconsn FACE field investigator was notified by the
Wisconsin Department of Industry, Labor and Human Relations, Workers Compensation Divison, on May 9,
1995. On duly 13, 1995, thefidd invedtigator vidted the incident Site and met with a company representative.
The FACE investigator aso obtained incident-ste photographs, the death certificate, and reports from OSHA,
the coroner, Workers Compensation, and the state climatologist.

The employer was an aspha t equipment manufacturer that had beenin businessfor two years, with 35 employees.
Thiswasthe firg fatdity the company had experienced. The plant superintendent directed a written company
safety program and participated on a safety committee composed of two supervisors and five additiona workers.
The written safety program included direction that employees should not stand or pass under eevated forklift
equipment. Weekly safety meetings were held for dl employees, and had been conducted by the victim when
he worked as evening crew leader.

New employeesreceived on-the-job training, with updates as new taskswere assigned. The victim had worked
for the company for about Sx months, and had received specific safety training on working around forklift



equipment. He was not certified to operate aforklift, and was not the forklift operator. The forklift operator at
the time of the incident had received informd training on forklift operation.

INVESTIGATION:

The company siteincluded anindoor shop with aseparate office area, and an assembly yard wherethe siloswere
finished and prepared for shipping. The company used a 1983-modd forklift to lift the slos for finishing. The
forklift was equipped with aload carrier, attached to brackets on the forklift mast. The load carrier was
commercialy-produced, but the forklift manufacturer had not been contacted for recommendations about
attaching non-manufacturer equipment. The carrier had four forks, and the two center forks held a shopmade
bracket welded to an 8-foot long, 4" square pipe (See Figures 1 & 2). Theload capacity of the original loader
was 5000 pounds at 24 inches, but the load capacity of the loader with the carrier and shopmade attachment had
not been determined. A deca on the forklift included a warning againgt standing or passing under €levated
portions of the truck.

Ontheday of theincident, the weather temperature reached ahigh of 57E withno precipitation and wind around
18 mph. Thevictim began working at 7:00 A.M., performed routine duties throughout the day, and at 2:30 P.M.
he was working with the forklift operator and four other co-workers in the silo assembly area of the company
yard. They were preparing to weld one end of a 40-foot long, 11 %2 foot diameter slo that was lying on the
ground, by using the forklift with the pipe attachment to lift one end of the silo. The pipe was insarted inside the
slo, then the forks were raised to about 12 feet until the end of the sllo wasllifted off the ground about one foot.
The loader operator had shifted the loader to neutra and was not operating the controls at the time of the
incident. The victim waked under the forks with a tape measure to measure the silo, when the load carrier with
the bracket and pipe attachment suddenly fell and struck him.  Theload carrier bracket apparently dipped off
the lift mast, causing the load carrier and the pipe attachment to fal. The co-workers removed the pieces of
equipment from the victim, saw that he was serioudy injured, and cdled for emergency sarvices. He was
trangported to the hospital emergency room, where he died.

CAUSE OF DEATH:
The coroner’ s report listed the cause of death as severe head and chest injuries.

RECOMMENDATIONS/DISCUSSION

Recommendation #1. Employers should use appropriate equipment, such as a crane, when
lifting heavy and massive obj ects.

Discusson: In thisincident, the company was using a forklift with modified equipment to lift oneend of an



11 Y2 by 40 foot slo of unknown weight. Lifting equipment specificaly designed for heavy and bulky objects
should be used whenever the load is outsized or heavier than the capacity of generd lifting equipment.
Note: Subsequent to the incident, the company has been using a craneto lift the silos.

Recommendation #2: Employers should obtain and follow forklift manufacturers
recommendationsfor attaching and usng modified equipment.

Discusson:  The forklift in this incident was equipped with aload carrier and shopmade bracket with lifting
pipe that had not been approved for use by the forklift manufacturer. The additional and modified equipment may
not have been secured firmly enough to the forklift to hold the lifting equipment and load. The OSHA standards
29 CFR 1910.178(a)(4) and 1910.178(q)(6) require manufacturer gpprova before modifications or additions
are made to indudtria trucks.

NOTE: On March 24, 1995, the Proposed Rule for Powered Industrial Truck Operator Trainingwas
published (Federal Register / Vol. 60, No. 49, 13782- 13831). OSHA isproposingtorevisethegeneral
industry safety standard for training power ed industrial truck operatorsto mandate operator training
and periodic evaluation of operator’s performance. Refresher or remedial training also would be
required, based primarily on unsafe operation, an accident or near miss, or findings during the
evaluation.
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